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Most Americans indicate they are religious and/or spiritual and wish to have their beliefs taken 
into account when engaging with health care providers, yet gaps in medical education and health 
care practice remain. To underscore the importance of spirituality as a significant social 
determinant of health, a team at the Icahn School of Medicine at Mount Sinai in New York 
developed mandatory spirituality and health training for students integrated into all 4 years of the 
undergraduate medical education curriculum.  
Approach  
From 2014 to 2020, a small group of faculty took an innovative approach, launching the 
initiative and expanding the team by engaging interprofessional faculty and staff from across the 
institution. The team used an iterative process to integrate 4 distinct modules into 4 existing 
courses, spanning the four years of medical school.  
Outcomes  
The majority of students found that the spirituality and health curriculum was valuable to 
training and professional development. They appreciated the importance of patients’ spiritual 
needs; valued learning about the role chaplains play in patient care and how initiate a consult; 
and indicated they intended to integrate spiritual history-taking in their patient care. With respect 
to process, 3 key factors—establishing an interprofessional team, working through an iterative 
process, and integrating the curriculum into existing courses—were critical to designing and 
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Next steps  
The team aims to expand and improve the curriculum by linking learning to specific standardized 
competencies as well as developing more specific performance assessments to demonstrate 
achievement of competencies. Professional development efforts will be enhanced so faculty can 
better model and reinforce the integration of spirituality into health care practices, and expand 













Just over half (54%) of Americans indicate they are religious, while about one-quarter (27%) 
report being spiritual but not religious.1 Fewer than 20% say they are neither religious nor 
spiritual. Thus, for most Americans, religion and/or spirituality have some degree of importance 
in their lives and many people base medical decisions on their beliefs. Research indicates that 
integrating spirituality into health care improves patients’ satisfaction and end-of-life decision 
making, among other important outcomes.2 Yet although 41%–83% of patients report wanting 
their physicians to inquire about their beliefs, most physicians do not do so.3 Physicians report 
feeling uncomfortable discussing religion/spirituality and say they lack proper training and 
enough time to do so effectively.4 A critical time to begin closing this gap is in medical school.5  
Since the early 1990s, medical schools have offered some form of spirituality and health 
education.6 In 1999, the Association of American Medical Colleges published goals and learning 
objectives on spirituality and health.7 These efforts were advanced in 2011 with the publication 
of expectations for competence in domains of spirituality, aligned with Accreditation Council for 
Graduate Medical Education competencies.6 In 2014, Puchalski and colleagues reported 75% of 
U.S. medical schools included spirituality training in their curricula, including topics such as 
spiritual history taking and the role of health care chaplains.6 We sought to integrate mandatory, 
longitudinal training on spirituality into our curriculum across all 4 years of medical school. Our 
team designed an innovative spirituality curriculum based on adult learning theories, including 
Dewey’s principle of continuity and Kolb’s cycle of experiential learning.8 Here, we report our 
approach to integrating this prototype training into the core undergraduate medical education 










In 2014, a team formed at the Icahn School of Medicine at Mount Sinai (ISMMS) to address the 
need for spirituality and health training in UME. A major challenge was incorporating it into the 
already packed curriculum. While we encountered no opposition and found stakeholders who 
valued the topic, prioritizing it and other subject areas simultaneously was taxing. To meet the 
challenge, we took a 3-pronged approach: establishing and expanding an interprofessional team, 
engaging in an iterative process and endeavoring to integrate content into existing courses 
without creating new ones.  
Interprofessional team  
A faculty member from the Office of Diversity and Inclusion initially convened a 3-person team: 
an internal medicine physician and director of the Mount Sinai Human Rights Program (H.G.A.); 
a general medicine and pediatrics physician and Department of Medical Education faculty 
member; and himself, a doctoral-level social worker. Over time, the team expanded to include a 
board-certified chaplain who is an Association for Clinical Pastoral Education (ACPE) certified 
educator (D.W.F.) and physicians (S. Lerner, S. Leisman), from other specialties such as surgery.  
Each professional brought a perspective relevant to the overall effort. The physicians understood 
educational objectives, andragogical methods, and the culture of UME. The chaplain/educator 
was knowledgeable about day-to-day practices of spiritual care, advances in the growing field of 
spirituality and health, and adult learning theories. The social worker brought expertise on how 
spirituality is a social determinant of health and a critical aspect of culturally effective care. In 
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Iterative process and integrated curriculum 
We launched the initiative by reviewing the 4-year curriculum to determine where spirituality 
was being taught. We were guided by the 2011 National Competencies in Spirituality for 
Medical Education 6 competency areas: health systems, knowledge, patient care, compassionate 
presence, professional development, and communication.6 Following a detailed review of all 
learning objectives and performance assessments, we determined the only place spirituality was 
being addressed in the overall curriculum was the first year of the Art and Science of Medicine 
(ASM) course. ASM is a required 2-year preclinical course providing the knowledge, clinical 
skills, and professional attitudes essential for clinical practice and includes sustained patient 
contact across various care settings. In ASM, first-year students have traditionally received a 
single, 1-hour session on taking a structured spiritual history from a patient.  
We then sought to include a module in clinical clerkships that would give students workplace-
based learning experience so they could further hone their skills. We consulted clerkship 
directors (CDs) to determine their interest in working with us to add a clerkship spirituality 
module. By seeking CDs’ input, we hoped to develop highly relevant clinical learning 
experiences based on realistic dilemmas. We formally presented our aims at a CD group meeting 
and also sought their feedback via a 27-question needs assessment survey. Overall, CDs 
indicated that spirituality played an important role in patient care but felt underprepared to teach 
it. In particular, surgery and psychiatry CDs expressed an interest in working with us to develop 
a spirituality training module. Because surgeons are less likely to have spirituality discussions 
with patients9 and we had identified a strong partner in our surgical department, we focused on 
creating a module for the third-year Surgery/Anesthesiology clerkship. Around the same time, 
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who is a board-certified chaplain and ACPE certified educator. (While not all medical schools 
have a center dedicated to spirituality and health, many academic medical centers have 
departments of spiritual care with whom they partner.) The team invited both him (D.W.F.) and 
the surgery/anesthesiology clerkship director (S. Lerner) to formally join the effort.   
We developed a 1-hour session to help students improve their ability to contribute to spiritually 
effective care of surgical patients.4 We designed this session to follow the Kolb cycle of 
experiential learning.8 Session features include co-facilitation by a surgeon and 
chaplain/educator to model interprofessional partnerships, guided reflections to explore the 
impact of spirituality on students’ clinical experiences, didactic overviews of key concepts, and 
surgical case-based discussions. By changing the specific cases utilized for discussion, the 
session can be generalized to other specialties and care settings.  
As part of our discussions, we grappled with how the curriculum might address not only patients’ 
spiritual needs but also engage students’ own spiritualities to help mitigate burnout and foster 
resilience.10 Working with the senior associate dean for UME (R.K.), we identified the fourth-
year Introduction to Internship (I to I) as suitable course for piloting a small-group reflection 
process. I to I was considered a good fit as this 2-week required course focuses on developing 
skills for internship. The specific aim of our 1-hour session is to help students identify personal 
sources of meaning and purpose that will assist them in sustaining motivation during the 
demanding period of residency. We use the Japanese concept of ikigai—meaning “a reason for 
being”—to provoke discussion on these themes. Since ikigai is not a religious concept/image, it 
provides a discussion entry point for everyone, regardless of how they identify religiously or 
spiritually. Session features include facilitation by a chaplain/educator and small-group 









The final step of integrating spirituality training across the curriculum was redirecting focus on 
the second year of ASM. Our goal was to provide students with a clinical experience that would 
reinforce the ASM1 history-taking module and incorporate an interprofessional team experience. 
This led to creating a spiritual care clinical experience for second-year students, whereby they 
observe chaplains as active members of the health care team and take spiritual histories. Session 
features include an initial 30-minute didactic review of the first-year ASM module. Students then 
pair with a chaplain preceptor and spend 1 to 2 hours observing spiritual care. Students spend 
another 1 to 2 hours taking patients’ spiritual histories and sharing the results with their chaplain 
preceptors, who follow up with patients to address their spiritual concerns as needed with 
students observing. 
Outcomes 
Between 2014 and 2020, our interprofessional team used an iterative process to integrate 
competency-linked training on spirituality and health into the required curriculum. Four distinct 
modules were integrated into 4 existing courses spanning the 4 years of UME (Table 1).  
We surveyed students about 3 of the modules (Table 2). For ASM2, a 12-question pre–post 
survey assessed changes in attitude and intentions; for the Surgical/Anesthesiology Clerkship, 
short-term and long-term surveys assessed impact; and for I to I, a 7-question survey was linked 
to the learning objectives. Overall, survey responses indicated the curriculum was valuable to 
student training and professional development.  
ForASM2, 48 (74%) of 65 student responded to the survey. Their answers demonstrated a 
significant difference in pre-post scores. For the Surgery/Anesthesiology Clerkship, 120 (73%) 
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session quality was above average. Long-term feedback (15 months) was provided by 105 (64%) 
students and indicated that the session positively affected their attitudes about the role of 
religion/spirituality in medicine and behaviors with patients. For the I to I module, 38 (72%) of 
53 students responded. Results demonstrated, among other findings, that 89% of respondents 
“agreed” or “strongly agreed” that as a result of the session, they were able to identify a sense of 
purpose for becoming a physician; 58% “agreed” or “strongly agreed” they felt more confident 
about being an intern; and 76% “agreed” or “strongly agreed” they would use the concept of 
ikigai to help sustain purpose and meaning in life.  
To assess all 4 modules, we also asked students to respond to open-ended prompts (Table 3). 
Thematic analysis indicated that most students found the training valuable. The following themes 
emerged: students appreciated the importance of recognizing patients’ spiritual needs; they 
valued learning about how chaplains are trained, what role they play in patient care, and how to 
initiate a chaplain consult; and they plan to utilize the FICA tool (faith, importance, community, 
address; from a spiritual history-taking tool that explores the patient’s faith, its importance in 
their life, their religious/spiritual community, and how to address their faith/beliefs in patient 
care).  
Next Steps 
In undertaking this initiative, we identified 3 key factors—establishing an interprofessional team, 
working through an iterative process, and integrating the curriculum into existing courses—
critical to our success. These factors, along with support from academic administration, worked 
to address the obstacles we encountered (and other schools may experience): lower prioritization 
of spirituality training, limited personnel capable of facilitating learning outcomes, and a 
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program on spiritualty all at once. Instead, we found meaningful opportunities in courses where 
spirituality competencies aligned with existing learning objectives and created specific modules 
that were easily integrated and led by invested faculty members.  
Our initial evaluation of this prototype spirituality training has informed our next steps for 
expanding and enhancing the curriculum. First, a gap analysis comparing our curriculum to the 
established competencies indicates a need to focus more attention on 2 of the 6 domains, 
compassionate presence and professional development. We plan to enhance content accordingly, 
incorporating additional content on employing medical students’ own spiritualties to enhance 
resilience and reduce burnout.10 Second, we plan to develop more granular assessments to refine 
our evaluation of whether competencies have been met, as well as gather more nuanced 
outcomes data to determine the curriculum’s overall effect on students’ perceptions of comfort 
discussing spirituality with their patients and working collaboratively with a chaplain. Third, we 
will enhance faculty development to enable faculty to model integrating spirituality into patient 
management for medical students. Fourth, we are expanding the curriculum on spirituality and 
health into graduate medical education—initially for the primary care and medicine–pediatrics 
residents. Fifth, we will investigate medical students’ and residents’ spirituality as a source of 
personal resilience. 
Our effort to incorporate a spirituality and health curriculum across the continuum of UME 
underscores our commitment to training young physicians who are highly competent in 
addressing the full dimension of sickness and wellbeing. Only by integrating the spiritual aspects 
of health and healing with the physical ones can we offer truly comprehensive, compassionate, 
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Competencies, Objectives, Features, and Assessments for 4 Longitudinal, Integrated Spirituality Training Modules, Icahn 
School of Medicine at Mount Sinai, 2014–2020 
 
Component First year Second year Third year Fourth year 
Course in which 
spirituality 
module occurs 
Art and Science of 
Medicine 1: 2-year pre-
clinical core course that 
provides KSAs essential 
for clinical practice 
Art and Science of 
Medicine 2: 2-year pre-
clinical core course that 
provides KSAs essential 
for clinical practice 
Surgery/anesthesiology 
clerkship: 8-week 
required clinical clerkship  
Introduction to Internship: 
2-week required clerkship 
focused on developing 

















 Explain the role of 
spirituality/religion as 
part of culturally 
sensitive patient 
centered care 
 Increase the comfort 
level of clinicians with 
having conversations 
about spirituality and 
religion 
 Perform a spiritual 
history using the FICA 
tool 
 Recognize the role of 
the chaplain as a 
member of the 
interdisciplinary health 
care team 
 Describe the role of 
spirituality/religion as 
part of culturally 
sensitive patient 
centered care 
 Increase the comfort 
level of clinicians with 
having conversations 
about spirituality and 
religion 
 Practice taking a 
spiritual history using 
the FICA tool 
 Recognize the role of 
the chaplain as a 
member of the 
interdisciplinary health 
care team 





 Integrate spirituality in 
the perioperative 
management of patients 
 Elicit a spiritual history, 
using the FICA tool as 
a model 
 Describe the role of 
chaplains and how to 
effectively 
communicate with them 
to improve patient care 
 Define physician 
burnout 
 Recall a personal 
experience of burnout 
as a medical student 
 Identify one motivation 
for becoming a 
physician 
 Express one’s purpose 
for becoming a 
physician 
 Define the Japanese 
concept of ikigai 
 Apply the concept of 
ikigai to identify 
personal sources of 
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 Explain the various 
ways of making a 
spiritual care consult 
 Explain the various 
ways of making a 
spiritual care consult 




 A chaplain/educator 
gives 45-min. lecture on 
taking a spiritual history 
 A chaplain/educator 
facilitates a 60-min. 
discussion on spirituality 
in medicine with an 
interprofessional panel 
comprised of a chaplain, 
surgeon, social worker, 
and a patient or family 
member 
 Students watch a video 
of a physician taking a 
spiritual history 
 Students practice 
eliciting spiritual 
histories from patients 
under a chaplain’s 
supervision 
 Students observe a 
member of chaplain 
team providing spiritual 
care 
 A surgeon and a 
chaplain/educator co-
facilitate a session in 
which  students reflect 
and explore the impact 
of their own and 
patients’ spirituality on 
their clinical 
experiences;  the 
surgeon and chaplain 
give a brief didactic 
overview of key 
concepts; and the entire 




 A chaplain/educator 
facilitates small group 
discussions in which 4-8 
students reflect on the 
definition and 
prevalence of burnout;  
their motivations for 
becoming a physician 
and whether they 
consider medicine a 
calling; identification of 
internal resources that 
they can utilize during 
professional challenges; 
the Japanese concept of 
ikigai, what makes a 
“life worth living” 
Performance 
assessments 
 Checklist evaluation 
live/recorded 
performance 
 Objective structured 
clinical exams 
 Checklist evaluation 
live/recorded 
performance 
 Objective structured 
clinical exams 
 Assessment/pastoral care 
 Feedback or evaluation 
by faculty/mentor/ 
 preceptor/expert 
 Feedback or 
evaluation/self  
 Feedback or 
evaluation/self 
Abbreviations: KSA,  knowledge, skills, and attitudes; FICA, faith, importance, community, address (from a spiritual history-taking 
tool that explores the patient’s faith, its importance in their life, their religious/spiritual community, and how to  address their 










Student Responses to Surveys About 4 Longitudinal, Integrated Spirituality Training Modules, Icahn School of Medicine at 
Mount Sinai, 2014–2020 
 
Pre-question Mean Median SD SE Post-question Mean Median SD SE P value 
Second-year Art and Science of 
Medicine course: retrospective 
pre/post-session (n = 48)a 
          
Prior to your chaplain 
experience, to what degree did 
you agree with the following 
statement? Religion and 
spirituality can help patients 
cope with their illness. 
4.29 4.00 
 
0.77 0.11 After your chaplain experience, 
to what degree did you agree 
with the following statement? 
Religion and spirituality can 
help patients cope with their 
illness. 
4.58 5.00 0.71 0.10 .0005 
Prior to your chaplain 
experience, to what degree did 
you agree with the following 
statement? Patient’s religious or 
spiritual history should be a part 
of the medical history. 
3.71 4.00 
 
0.68 0.10 After your chaplain experience, 
to what degree did you agree 
with the following statement? 
Patient’s religious or spiritual 




0.72 0.10 <.0001 
Prior to your chaplain 
experience, to what degree did 
you agree with the following 
statement? Patients have 
religious or spiritual beliefs that 
would influence their medical 




0.65 0.09 After your chaplain experience, 
to what degree did you agree 
with the following statement? 
Patients have religious or 
spiritual beliefs that would 
influence their medical 
decisions if they become 
gravely ill. 
4.52 5.00 0.58 0.08 .0003 
Prior to your chaplain 
experience, to what degree did 
you agree with the following 
2.79 3.00 0.97 0.14 After your chaplain experience, 
to what degree did you agree 
with the following statement? I 
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statement? I understand the role 
of a hospital chaplain. 
understand the role of a hospital 
chaplain. 
Prior to your chaplain 
experience, to what degree did 
you agree with the following 
statement? I am comfortable 
taking a spiritual history. 
3.23 3.00 1.08 0.16 After your chaplain experience, 
to what degree did you agree 
with the following statement? I 
am comfortable taking a 
spiritual history. 
4.25 4.00 0.76 0.11 <.0001 
N/A     After your chaplain experience, 
how likely are you to 
incorporate the FICA tool into 
your physical and history? 
4.08 4.00 0.85 0.12 N/A 
N/A     After your chaplain experience, 
how likely are you to make a 
referral to a hospital chaplain? 
4.46 5.00 
 
0.68 0.10 N/A 
Third-year surgery/anesthesiology 
clerkship: immediate post-session 
survey (n = 120) 
          
N/A  N/A N/A N/A N/A Overall session qualityb 4.15 4.00 .75 .07 N/A 
N/A  N/A N/A N/A N/A Session’s relevance to patient 
carec 
2.70 3.00 .50 .05 N/A 
Third-year surgery/anesthesiology 
clerkship: longer term impact 
survey (n = 105) 
          
N/A  N/A N/A N/A N/A Integrated spirituality/religion  
in patient managementd  
2.56 3.00 .91 .09 N/A 
N/A  N/A N/A N/A N/A Called a chaplain or suggested 
chaplain consulte  
1.38 1.00 .49 .05 N/A 
N/A  N/A N/A N/A N/A Improved approach to patient 
caref  
3.29 3.00 1.07 .10 N/A 
Fourth-year introduction to 
internship: post-session survey  
(n = 38)a 
         N/A 
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N/A  N/A N/A N/A N/A As a result of this session, I 








N/A  N/A N/A N/A N/A As a result of this session, I was 
able to identify a time when I 









N/A  N/A N/A N/A N/A As a result of this session, I was 
able to identify at least one 









N/A  N/A N/A N/A N/A As a result of this session, I was 
able to identify a sense of 









N/A  N/A N/A N/A N/A As a result of this session, I feel 
more confident about being an 








N/A  N/A N/A N/A N/A As a result of this session, I 
know more about the Japanese 








N/A  N/A N/A N/A N/A As a result of this session, I will 
use the concepts in ikigai to 
help me sustain purpose and 








Abbreviations: N/A, not applicable; FICA, faith, importance, community, address (from a spiritual history-taking tool that explores 
the patient’s faith, its importance in their life, their religious/spiritual community, and how to  address their faith/beliefs in patient 
care). 
aOn a scale of 1–5 where 1 = strongly agree, 5 = strongly disagree. 
bOn a scale of 1–5 where 1 = poor, 5 = excellent. 
cOn a scale of 1–3 where 1 = not relevant, 3 = very relevant. 
dOn a scale of 1–5 where 1 = never, 5 = almost always. 
eOn a scale of 1–2 where 1 = no, 5 = yes. 










Qualitative Feedback Themes, From 4 Longitudinal, Integrated Spirituality Training Modules, Icahn School of Medicine at 
Mount Sinai, 2014–2020 
 
Themes Definition/explanation Sample comments 
Importance of spirituality Students thought the topic of spirituality 
was important to address and expressed 
appreciation for the positive impact that 
spirituality can have in patient care. 
  
 “I think this is such a wonderful opportunity for medical 
students because it teaches us how to be patient-centered 
and how to provide humanistic care-patients are humans 
with spiritual needs that should be addressed like any other 
medical need.”  
 “Experiencing the role of religion/spirituality with patients 
is very different than just hearing about it in a large lecture. 
It allowed me to take a refreshing step back from the 
medical aspect and connect with patients on a much more 
meaningful level, which is imperative to being a well-
rounded physician.” 
Usefulness of FICA  Students indicated that the FICA tool 
provides an easy-to-use framework for 
spiritual-history taking and planned to 
utilize it in their patient care.  
 “It was very helpful to learn about [the] FICA tool for 
addressing patients’ spiritual needs.”  
 “Taught me how to get a good spiritual history and how to 
ask open ended questions.” 
Role of chaplains Student valued learning about how 
chaplains are trained, what role they play in 
patient care, and how to call for a chaplain 
consult. 
 “[My preceptor] made me feel so comfortable talking about 
religion with patients when that isn't something big in my 
own life. I really gained a huge appreciation for the 
chaplains and had a wonderful experience.” 
 “This was an excellent clinical site placement. I really feel 
like I walked away with a much better understanding of the 
role of hospital chaplains and how we can better utilize the 
important services/ contributions they provide patients.” 
Abbreviation: FICA, faith, importance, community, address (from a spiritual history-taking tool that explores the patient’s faith, its 
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